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Referral for Neuropsychological / Psychoeducational Testing 
 

Date ________________ Referring Physician ________________________________________ 
 
Referring Phone ______________________ Fax (for report to be sent) ____________________ 
 
Patient Name________________________________ Date of Birth __________ Age _________ 
 
Please send copies of the following:    
Demographics sheet      
Clear copies of insurance cards  
The doctor’s current notes indicating why the patient is to be seen.  
**PLEASE INCLUDE ANY MRI, CT, EEG etc.. reports 
Please indicate if there are specific questions that need to be 
addressed.  
If you are not faxing the above information please fill out the 
information below. 
 
Contact Person (if other than patient) ____________________________________________ 
 
Home Phone ___________________Work Phone _____________Cell _________________ 
 
Reason for Referral / DX _________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Insurance _________________________________________________________________ 
 
Insurance ID # _____________________________________________________ 
 
Insured's Name (if other than patient) _________________________DOB ___________ 
 
Insurance Phone ___________________________ 
 
We will contact the patient to schedule an appointment, and then inform your office of the 
appointment date.  
 
Please fax this referral to (317) 581-2285.         Thank you! 
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